How should an owner organize a capital project in order to achieve successful outcomes? Can the organization prepare itself to deliver the results it seeks?
I have recently been involved as a facilitator and editor for a white paper on how owners might organize themselves to achieve success on major healthcare capital projects with the Academy for Healthcare Infrastructure, which is a program of the National Institute of the Building Sciences (NIBS) in the United States. The project involved interviewing 12 expert participants and producing a document with their consensus opinions about organizing projects. The white paper was presented in January at the annual NIBS Building Innovation conference in Washington, DC (Hamilton, 2016) , and is available for free download at http://c.ymcdn. com/sites/www.nibs.org/ resource/resmgr/AHI/ AHI_WhitePaperTeam1.pdf
The 12 participants were recognized North American industry leaders, including representatives of public, private, and governmental healthcare systems, along with architects, engineers, contractors, and construction managers (CMs). These experienced expert professionals were consistent in their responses, leading to a consensus document that identified 12 guiding principles for project organization.
Twelve Principles
In many ways, the consensus principles they developed were predictable. They began with requiring vision on the part of the owner to be widely shared and followed with the need for clear, well-documented objectives. They emphasized the need for qualified, experienced internal and external staff together with a stable of prequalified consultants and contractors able to work within a hierarchical reporting structure. The group believed the owner should have standards that simplify decisions and do not stifle innovation. They insisted upon timely, effective communication as well as constant attention to cost and schedule control. Recognizing that these major capital projects involve people and personal relationships, they declared that everyone should have direct performance incentives and decisions ought to be addressed with all relevant persons in the room. Ultimately, they concluded that trust among the internal and external team members and between their organizations was a key to success.
These are all commendable principles from which owners might benefit. There can be no doubt that a team of qualified, experienced professionals who work well collaboratively and communicate effectively in a context of trust can succeed. Following the owner's clear, shared vision, meeting the explicit objectives, and following established standards as guidelines mean the project may deliver what is expected. Success is not possible without careful monitoring of budget and schedule, based on accurate reporting and thoughtful course correction. These are common sense principles upon which all were agreed. In addition to the 12 consensus principles, some other material was discussed in which variation was identified.
There can be no doubt that a team of qualified, experienced professionals who work well collaboratively and communicate effectively in a context of trust can succeed.
Multiple Delivery Models Can Be Effective
The interview participants referenced multiple project delivery models. Different delivery models have been successful for large and small projects, private or public. The participants mentioned experience with traditional designbid-build projects but also mentioned negotiated bid, CM at risk, design-build, and the Public-Private Partnership process. There was mention of two versions of integrated project delivery (IPD) including a contracting structure linking all of the partners, and an IPD-like structure done under a more traditional ''hub'' of contractual relationships with the owner at the center. The Department of Defense uses design-build, design-bid-build, early contractor involvement, integrated design-build-initial outfitting, and integrated design-bid-build (IDBB), among other models. Some owners have tried design competitions among selected firms paid nominal fees, although not anything like the European completion method for selection. Any of these delivery methods can produce a successful project, but no single delivery type is right for every organization.
Different delivery models have been successful for large and small projects, private or public.
How Users Are, or Are Not, Involved
Another area in which variation in methods was described was the topic of user involvement in the planning process. I was a bit surprised about this apparent shift in the normal planning practice. Since the 1960s, there has been a participatory design process, especially in healthcare, that includes the staff members who will ultimately occupy the space being designed. It now seems that large healthcare systems have sought to achieve greater consistency from one campus to another and that has meant a shift in the level of participation offered to the end users.
It now seems that large healthcare systems have sought to achieve greater consistency from one campus to another and that has meant a shift in the level of participation offered to the end users.
The experts offered different descriptions of methods for involving the local or system users in project decisions. Some systems and organizations have taken steps to reduce the variation in input from users. The shift to system standards and guidelines reduces the potential range of user input. There was discussion of methods to represent the stakeholders and user groups at the local level through the role of ''ambassadors'' or ''super users'' at the system level. These representatives bring topics to the design table and return to the users to communicate decisions and their reasoning. Others treat the representatives of the local hospital as customers. One comment pointed out how often an idiosyncratic user may influence a design, yet fail to move into the finished project due to promotion or job change.
The trick is to make sure elevating the user interaction to a system level, and a smaller group of players is not simply a way to reduce user input for the sake of time savings, and results in decisions made further and further from the hard reality of the everyday work of committed clinicians. It is important that commitment to standards and system user advocates not block the ability to make design improvements and correct operational problems. I know that consistent involvement with the users over the course of my career kept me educated and informed about clinical practice and the proposed use of space I was designing. Yes, there were unique requests that had to be moderated, and instances where those involved were not present at completion, but I benefited enormously as a practitioner from this process of education.
There was broad agreement among the participants that the elements described above may be the minimum required for project success, but they did not rule out other possible considerations. They also stated that these principles were not restricted to large, complex health facility projects. They can play an important role on smaller, less complex projects.
No Mention of Reliance on Evidence to Improve Decisions
My greatest disappointment, as an outspoken advocate for a research-informed design process, was the complete lack of mention or discussion about an evidence-based design process in the white paper conversations. Most of the systems represented and the external organizations providing design and construction services to these systems have had experience with some form of evidencebased decision making. Why then was there no mention of it during the interviews, review comments, or on the conference call? The optimist in me wishes to believe that making decisions on the basis of the best available relevant evidence is so normal at the expert level of our field that it was simply assumed by each participant. The pessimist in me worries that evidence-based design is still outside the mind-set and daily vocabulary of our industry's leadership. It is my personal opinion that making better decisions is morally mandatory and that the use of credible findings from research is the obligation of every expert team seeking to provide maximum value for the owner and the community it serves, and if an owner fails to demand it, it is much less likely to happen.
At the Building Innovation conference in Washington, where the white paper was presented, I challenged the participants to explain why there was no mention of a researchinformed model of decision making. To my relief, in front of a national audience, the answer was that experience with an evidence-based model was considered ''table stakes,'' so fundamental to what is expected in the way of experience that it simply had not been mentioned.
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No Mention of Programming
The same was true when I asked why there had been such a strong focus on advance planning, strategy, and vision, yet no mention of the functional brief and list of space requirements. The participants again said programming was clearly vitally important and considered to be so fundamental to the process that it did not get called out during the interview process.
Project Success Is Neither Random Nor Accidental
Hard work leads to success; the hard work of many. Success on large, complex health facility design and construction projects requires the full focus and consistent attention of experienced team members over the entire course of the project's duration. A successful healthcare project can make a significant contribution to a community's health and can offer great satisfaction to those who proudly participated in its creation.
Success on large, complex health facility design and construction projects requires the full focus and consistent attention of experienced team members over the entire course of the project's duration.
The participants were clear in declaring that the owner plays a crucial role in project success. John Rich, retired from Intermountain Health Care, declared that ''it is owner decision making, more than any other factor that delays the course of a project.'' Kaiser Permanente's John Kouletsis reported that ''The more that the owner is aware and accepts their own accountability and responsibility in the project, the more likely the project will go well.'' It isn't as simple as engaging qualified design and construction consultants and letting them do as they wish.
Owners must play an appropriate leadership role if they expect to achieve project success measured by a set of desired outcomes. D. Kirk Hamilton, FAIA, FACHA, EDAC Professor of Architecture, Texas A&M University
